Proceedings of the Royal Society of Medicine supported by evidence in the literature, that vitamin D did also act on the renal tubules and improved the abnormally low reabsorption of phosphate. What was certain was that the plasma phosphate rose in response to vitamin D and fell again when the vitamin was no longer given.
He thought Dr. Stevenson's case was not acidotic and therefore did not need treatment by alkalis.
Cushing's Syndrome In Mr. L. R. Broster's experience, osteoporosis was more likely to be associated with Cushing's syndrome of the pituitary than with that of adrenal origin. He recalled a case seen during the war of a young girl with pituitary basophilism, more severe than was shown in the present case. She had a collapse of two vertebre, and was treated in a plaster jacket. She was given an cestradiol implant, with Lugol's solution, a low calorie diet, and a fixed fluid intake, and in three months she was able to walk.
He had tried the same treatment with a testosterone implant in a man with Cushing's syndrome associated with an increased ketosteroid output, but it was not until unilateral adrenalectomy was performed that he showed any improvement. He had lost 2 stones in weight, but unfortunately was sent out of the ward for disciplinary reasons.
In reply to a question by Dr. Crooke, Mr. Broster said he thought that the ketosteroid test was a sound means of diagnosing between Cushing's syndrome of pituitary and adrenal origin.
Asked by Dr. Russell Fraser what the outlook was in the adrenal condition, Mr. Broster said that in hyperplasia there was improvement, and in tumour, apart from the appearance of secondaries, it showed marked improvement.
Dr. Lewis knew of certain cases in which one whole adrenal and a large part of the other adrenal were removed. He thought 2 of the cases survived, but it was a very radical operation.
Dr. A. W. Spence had had a patient with Cushing's syndrome who had slight hirsuties, amenorrhcea, osteoporosis of the vertebra, hyperglycaemia, and a raised blood-pressure. The ketosteroid level was slightly raised. One adrenal was first removed, and it was found as a result of that that the blood sugar curve diminished considerably and the blood-pressure decreased, but not to normal. Subsequently the pituitary was irradiated, and the transformation was really remarkable. One could no longer recognize the individual. The hyperglycaemia disappeared completely, and the patient now had normal curves, regular menstruation returned and the blood-pressure fell to normal. After the removal of the adrenal the patient complained of severe pain in the spine, presumably due to the osteoporosis. Subsequently the pain disappeared after pituitary irradiation. The patient had been followed up in order to watch particularly the osteoporosis, but no change was observed. The irradiation of the pituitary was carried out during March 1948.
Dr. A. C. Crooke thought that X-ray therapy was generally disappointing. It should be tried in this case but if it failed radon seeds should be inserted into the sella turcica.
Dr. F. Parkes Weber asked when the polycythamic or "bloated" appearance first developed. At all events he supposed it was there before treatment by venesections was started; but it did look as if these monthly venesections-at first one pint a month and later two pints-had produced extreme excess of blood in the body. Nothing tended to increase the total volume of blood in the body like periodical moderate bleeding. He did not know whether the volume of blood had been estimated in this particular patient or not.
Dr. Lewis said they were not responsible for the institution of this treatment, but actually the patient during this time had never shown polycythiemia at all. Whether he had retained fluid-and by such means diluted the haemoglobin-he could not say, but there was no evidence of this whatever. He did have cedema of the legs, possibly due to sodium and water retention, but there was no evidence of that now.
POSTSCRIPT (November 1950) .-In April 1950 Miss Diana Beck inserted 2 radon seeds each of 0 5 millicurie into the pituitary, on the advice of Professor B. W. Windeyer. Unfortunately there has been little improvement, and radiotherapy is now being considered.
13.3.50: Dr. A. E. Kellie (Courtauld Institute of Biochemistry) estimated the urinary corticoid excretion by the phosphomolybdate method to be 4-43 mg./24 hours (normal range: I 10-3 -28 mg.). A. A. G. L.
Dr. S. L. Simpson said that it was well established that plethora without polycythemia was met with in Cushing's syndrome, and it was less rather than more usual to get polycythmmia together with plethora-whatever the cause of the plethora.
On the question which Mr. Broster had raised, it was undoubtedly true that in those cases of Cushing's syndrome due to an adrenal neoplasm, there was usually a considerable excess of 17ketosteroids in the urine in contrast to those cases associated with hyperplasia, where the 17-ketosteroids might not be appreciably raised, although exceptions and diagnostic overlapping occurred. He could not agree that osteoporosis could serve as a differentiating point between adrenal hyperplasia and neoplasm. With the latter there was more likely to be a greater secretion of the corticosteroids (the S hormone of Albright) which produced so-called "osteoporosis" by breaking down protein, preventing nitrogen anabolism and the laying down of bone. There was also, however, a greater secretion of androgens (N hormone of Albright) which counteracted this and tended to produce nitrogen retention. Albright found that the giving of testosterone to patients with Cushing's syndrome led to the reversal of a negative nitrogen balance, a greater density of bone and diminution of bone pain and to the healing of pathological fractures.
On the whole, biochemists in this country had not found the highly elevated values for corticosteroids in the urine of patients with Cushing's syndrome as reported from some American clinics and this appeared to be true even when diabetes mellitus was present. Linee distense were not a prominent feature of this case and were absent from the abdomen. Red linee distense and other features of Cushing's syndrome had been produced in America by the cortisone therapy of rheuma- ). This was of considerable diagnostic importance and would permit the clinical diagnosis of adrenal hyperfunction (cortisone type) in conditions other than classical Cushing's syndrome if coloured linese distensee were present, as distinct from white linesv distense. Sprague had written the speaker to the effect that the waxing and waning of the red colour appeared to depend on the intensity of the injections.
The question of papilleedema associated with polycythamia was interesting, and in a case of Cushing's syndrome in a male under Dr. Denis Williams, which he had kindly asked him (Dr. Simpson) to see, repeated venesections by his first assistant, Dr. B. G. Parsons-Smith, led to a subsidence and temporary disappearance of the papilleedema.
